MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63—-00 30y
DEPARTMENT OF PUSLIC HEALTH AND WELFPARE 9
Registration District No. _________ 318_Pr|rnlry Registration District No 10.03_-__Ragmur'n No. 1431 STATE FILE NUMBER

DO MOT WRITE
ON THIS STUB AMENDED . LD 1 0 1005
1. PLACE OF T L o 1d03 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befors

VS 300 a. COUNTY o STATE M4 agour it COUNTY admission)
Rev. 4/59

b. COIIRY {if outside corporate limits, give TOWNSHIP only) Length of stey in ib c. COITY Inside Limits

R .
TOWN St. louils TOWN St, Louis YO N

€. FULL NAME OF (If NOT in hospital, give location} Inside Limits - d. STREET - j (I¥ cutside, give location) Reside on Farm
HOSFITAL O ADDRESS

msmunou Homer G. Phill ips Yes O No[OJ 4548 Be_s_gie Yes [J Ne O
3. NAME QF DECEASED First = Middle Last 4. DATE Mogﬂh Day Year
{yes oriptiot Alvin Sargent DEATH 2 7 63
5. SEX 4. COLOR OR RACE 7. Morried [1  Never Marrlechd] [8. DATE OF BIRTH | ¥- AGE (st Girthday) | IF UNDER T YEAR | IF UNDER 24 AR
Male Negro- ‘Widowed (] - Divorced [J as ~§mh. | %;x’ er!T Min.
102. USUAL OCCUPATION {Give kind of work done | 10b. KIND-OF BUSINESS OR INDUSTRY mimpmcs (City and state or country). | 12. CITIZEN OF WHAT COUNTRY

durlng most of working life, even if retired)
Labor Cario I11, U, S, A,
13s. FA‘IHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME COF HUSBAND OR WIFE

Reber Saegent I1da S ] None
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14__EQCIAL CEFLIBITY AN - Address
{Yes, no, or unknown) | (If yes, give war or dates of servi
o

18. CAUSE OF DEATH (Entar only one causs per lineloe INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) ~ Metastasis, Generalized Undet,

, TBATE AMENDED

1t

b

(5, B N

|

Js)

AMENDMENTS ON THiS RECORD ARE AS FOLLOWS
INSTEAD OF

o

DOCUMENT

Conditions, if any,]  DUE 10 (b} _(.:ai-d:inoma of Tongque and Fleor of Mouth

wbl:’ich gava rIso( f)o R
cause (8],

:In;':g ﬁ:: under- / ? 7 . 2’

lying cause last. DUE TO e}

PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nof refated to the terminal PART Il If decoased was female was
disease condition given in PART | (a} there & pregnency in last 90 dayi.

lDYn] O Ne l 3 Unknown

1%, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature-of injury in PART | of PART |1 of item 18.)
- PERFORMED? [} a a oL
LYES(J NO [ §

20: TIME QF Hour , Moanth, Day, Year-
= INJURY - ams - L
p.m. )

20d. INJURY OCCURRED 20e. FLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [J

!

MEDICAL CERTIFICATION .

—12-17-62 — 2-71-63 " 2-7-63

and Jast saw pio slive on

2. 1t ded the d d from
Death occurred at. 2‘00 P‘ m on the date stated sbove, and fo the best of my knowledge, from the causes stated.

735, SIGNATURE ree or fitle} Z2b. ADDRESS 22c. DATE SIGNED

7] mD. 2601 N, Whittier : 2-7-63

pr .
Z3a. BURIAL, CREMAT! 236 DATE U Z3c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION {City, town, or county) {State)
R

1 2 "'/3 -'éi Washington Park 1
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. RESDSTRARFISIGN ” p

Herman J, Smith : 1963

USE BLACK INK

TYPEWRITER RIBBON

SHQULD READ

BY AFFIDAVIT OF

ITEM NO.




.~ STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whaose name is recorded on the reverse side of this certificate was embaimed by me, ,

or by Student fmbalmer No.

»

working under my personal supervision, ; .. %

Student Signed
Signature of Student Embalmer

Licensed Embalmer No.m_l__.
L - P. O. Addres&&d&ét:h__w’

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above :constitutes. grounds-for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
_If this body is,not embalmed, fact should be so stated abave.




